Section of Physical Medicine 615 controlled by periodic measurements of vital capacity and chest expansion. (e) When these measures have controlled pain and deformity, and the disease is becoming less active, a modified Goldthwaite brace is fitted, to be worn during that part of the day when the patient is not on his plaster bed.
Regarding the merits and demerits of preserving spinal mobility by forced active movements, his view was that except in those cases where involvement of the spine is minimal and there is a considerable degree of residual movement, ankylosis should be allowed to occur in the best possible position. In a patient with a stiff spine the burden of any forced movement is likely to fall on one particular intervertebral joint as a fulcrum. This can only, in his opinion, increase the activity of the disease.
In order that the recommendations made in hospital can be carried out, it is necessary to enquire into the patient's home conditions, and to enlist the aid of social and health organizations in the district.
Indications for Joint Manipulation
By JOHN BASTOW, M.D., F.R.C.S. THE three chief indications for the manipulation of a joint are pain; limitation of movement; deformity; but before embarking on any such procedure, it is wise to make sure that there is a reasonable chance of success and none of disaster supervening.
The first essential before undertaking a manipulative operation is to make a correct diagnosis by (a) careful clinical history-stressing mode of onset and progress of case; (b) thorough clinical examination; (c) X-ray examination; (d) laboratory tests, especially blood sedimentation rate. Neglect of these elementary precautions may lead to such tragedies as the following: (1) A child with a "ricked neck" after fishing, due to turning his head suddenly when his cast became caught up in a tree behind him-an injudicious manipulation to free his "locked" neck was followed by a high temperature and an early death, due to pyemia.
The case was one of "spontaneous hyperemic dislocation of the cervical spine" following an attack of tonsillitis, and manipulation caused rapid dissemination of the infection and septictemia.
(2) A boy with a "peroneal spasm" and a painful flat foot-manipulated to restore mobility-with the result that there was an acute flare-up of a latent tuberculous synovitis of the subastragaloid joint, followed by sinus formation and a long illness, the patient being fortunate to recover with an ankylosed foot.
(3) An elderly patient. with a "sacro-iliac strain " caused by tripping over a chair-leg and followed by sciatica.
Manipulation caused an acute exacerbation of his symptoms and death followed not long afterwards from carcinomatosis-an unsuspected bony metastasis from a "silent cancer of the prostate" being the cause of his original lesion.
Such stories could be multiplied and serve to remind us that the art of the manipulator demands constant vigilance; that in no case can one afford to relax the essential precautions enumerated above, which can be summed up as "establish a diagnosis" in every case. Never manipulate "on spec". Now supposing the diagnosis to have been established, what type of case does respond well to manipulation?
(1) The most successful cases are those following "minor trauma". Here persistent pain, typically on movements in one or two specific directions and often accompanied by local tenderness and some swelling, which persists for weeks after a sprain or twist-and where a bony lesion has been excluded by X-ray and an inflammatory or neoplastic lesion by careful study of the case-is usually due to an adhesion which responds readily to manipulation under anmesthesia.
Joints chiefly affected are: (a) The mid-tarsal and metatarsal joints of the foot; (b) the ankle; (c) the knee; (d) the lumbar region of the spine; (e) the cervical spine; (f) the shoulder; (g) the wrist.
Where the adhesion does not lie in the synovial membrane or capsular ligaments of a 'joint but in the attachment of a tendon or muscle, or between a tendon and its synovial sheath, manipulation without anesthesia is more effective, as the patient's involuntary resistance to the movement is essential to the success of the operation. For example: (a) "Tennis elbow", affecting origin ofextensor tendons offorearm. (b) Tendon adhesions in the long head of the biceps or in the extensor tendons of the wrist. (c) Adhesions between the small muscles of the back.
In such cases, the tissues are otherwise normal and a normal range of movement may be expected to be obtained.
(2) Post-fibrositic stiffness-either following an acute attack of fibrositis, which has subsided leaving some loss of function or persistent pain, or else as the sequel of longcontinued chronic fibrositis. Usually the osteopath's spinal lesion is of this type-especially affecting the joints of the neck, the shoulders and the lumbar spine, and again a full range of movement may be obtained.
(3) In a similar category are the stiff neck following brachial neuritis and the stiff shoulder following adhesive pericapsulitis, but only when the acute stage has subsided.
Here it is usually wise to warn the patient that two or three serial manipulations may be required, and some temporary exacerbation of symptoms may follow each operation.
(4) In osteo-arthritis manipulation is of definite value, but great care must be taken to study the radiographs and attempt to regain only such a range of movement as the alteration in the contour of the articular surfaces and the contractures in the surrounding muscles and ligaments will allow.
Each manipulation must be followed by conscientious active exercises on the part of the patient, if any improvement gained by the movement is to be retained.
The deep Hot Pool bath with an attendant in the water to assist in the patient's movements is especially valuable in this condition.
Hips, shoulders, knees and spinal joints respond well on the whole.
(5) In rheumatoid arthritis, manipulation should never be employed in the acute stage with the idea of increasing movement of a joint. It may be used to correct flexion contracture if the joint is immediately immobilized by splintage in the corrected position, with the proviso that after twenty-four hours the splint is removed for a period daily to allow active movement and so prevent the development of ankylosis.
In the chronic stage, manipulation is often of value in increasing the range of movement of a stiff joint, but the radiograph must first be carefully studied to determine the amount of articular erosion that has taken place.
A full, normal range of movement can hardly ever be expected, and so manipulation must be guarded and no more force employed than the decalcified bones and fibrotic extra-articular tissues will stand.
Serial manipulations-only about 15% to 20% increase in movement being attempted at each stage-are very useful in this condition. Joints that respond well are shoulders, cervical joints, knees and feet. Elbows do not respond well and should rarely be manipulated in rheumatoid arthritis.
(6) In gout, manipulation must never be performed in the acute stage, and should only be used under an umbrella of colchicine in the quiescent stage, for fear of an acute flare-up.
Serial movements, especially active assisted movements in the Deep Pool, are usually the safest to employ.
